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BACKGROUND

Injury isthe leading cause of desth for persons in the age group one through 44, as well as the most
common cause of hospitdizations for persons under the age of 40. The financid cogs of injuries are
staggering: injuries cogt billions of dollarsin hedth care and socia support resources. In 1990, for
example, the lifetime costs of dl injuries were estimated at $215 billion annualy. These estimates do not
include the emotiona burden resulting from the loss of a child or loved one, or the toll of severe
disability on the injured person and his or her family. Each year over 40,000 people lose their lives on
our naion's roads, and gpproximately 70 percent of those fatdities occur on rurd highways. The
Nationd Highway Traffic Safety Adminigration (NHTSA) is charged with reducing deeth and injury on
the nation's highways. NHTSA has determined that it can best useits limited resources if its efforts are
focused on asssting states with the development of integrated emergency medical services (EMS)
programs that include comprehensive systems of trauma care.

To accomplish thisgod, in 1988 NHTSA developed a Technical Assistance Team (TAT) approach
that permitted states to utilize highway safety funds to support the technica evauation of existing and
proposed emergency medica services programs. Following the implementation of the Assessment
Program NHTSA developed a Reassessment Program to assist those States in measuring their
progress since the origind assessment. The Program remains atool for statesto use in evauating their
gsatewide EMS programs. The Reassessment Program follows the same logistical process, and uses the
same ten component areas with updated standards. The standards now reflect current EM S philosophy
and dlow for the evolution into a comprehensive and integrated hedlth management system, asidentified
inthe 1996 EMS Agenda for the Future. NHTSA serves as afacilitator by assembling a team of
technica experts who demongrate expertise in emergency medica services development and
implementation. These experts demondtrate leadership and expertise through involvement in nationd
organizations committed to the improvement of emergency medica services throughout the country.
Sdlection of the Technica Assstance Team is aso based on experience in specid areas identified by the
requesting State. Examples of specidized expertise include experience in the development of legidative
proposas, data gathering systems, and trauma systems. Experience in smilar geographic and
demographic Stuations, such as rurd areas, coupled with knowledge in providing emergency medical
services in urban populations is essentid.

The Wisconsin Bureau Emergency Medicd Services and Injury Prevention in concert with the
Wisconsin Bureau of Trangportation Safety requested the assistance of NHTSA. NHTSA agreed to
utilize its technical assstance program to provide a technica reassessment of the Wisconsin Statewide
EMS program. NHTSA developed aformat whereby the EM S office staff coordinated comprehensive
briefings on the EMS system.



The TAT assembled in Madison, Wisconsin, on April 24-26, 2001. For the first day and ahaf, over 30
presenters from the State of Wisconsin, provided in-depth briefings on EMS and trauma care, and
reviewed the progress since the 1990 assessment. Topics for review and discussion included the
fallowing:

Genera Emergency Medica Services Overview of Systerm Components

Regulation and Policy

Resource Management

Human Resources and Training
Transportation

Facilities

Communications

Trauma Systems

Public Information and Education
Medical Direction

Evduation

The forum of presentation and discussion dlowed the TAT the opportunity to ask questions regarding
the status of the EMS system, clarify any issues identified in the briefing materids provided earlier,
measure progress, identify barriers to change, and develop a clear understanding of how emergency
medica services function throughout Wisconsin. The team spent considerable time with each presenter
50 that they could review the status for each topic.

Following the briefings by presenters from the Wisconsin Bureau of Emergency Medicad Services and
Injury Prevention, public and private sector providers, and members of the medica community, the
TAT sequestered to evauate the current EM S system as presented and to devel op a set of
recommendations for system improvements.

When reviewing this report, please note that the TAT focused on mgor areas for system improvement.
Unlike the gat€ sinitid assessment which contained many operationd recommendations, severd of
which were identified as a priority, this report offers fewer yet broader recommendations that the team
believesto be critical for continued system improvemen.



The statements made in this report are based on the input received. Pre-established standards
and the combined experience of the team members were applied to the information gathered. All
team members agree with the recommendations as presented.
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INTRODUCTION

Wisconsnisalarge, beautiful and diverse sate. The contrast of large urban areas and smal sparsdly
populated rura communities creates chalenges for providing a comprehensve, qudity satewide EMS
system. To this point, the spirit of volunteerism, neighbors helping neighbors, and people working hard
to provide state-of-the-art care to Wisconsin's communities have met these challenges.

In 1990 Wiscongn requested aNHTSA assessment of its EM S system. Using the resulting
recommendations as a guide, Wisconsin has made tremendous strides in improving its EMS system
during the past eleven years.

Now isthe time to recognize past accomplishments and look boldly to the future. This reassessment
report represents one of the tools that Wisconsin EM S has chosen to guideits efforts into this decade.

Despite the outstanding progress of the past eeven years, much remains to be done. Some of the
barriers to progress that existed eleven years ago are il present today. Dedicated people throughout
the state, both paid and volunteer, doing ajob with little recognition and inadequate resources have
crested monumental achievements. But even dedication and hard work can carry Wisconsin only so
far. Currently, resources are being cut and personnel and financia support to maintain and continue
improving the EM S system in Wisconsin have eroded to the point that the system isin danger of
collapse. Even with ahogt of volunteers, a stable, continuing funding source must be obtained for the
Bureau of EMS and Injury Prevention and personne resources must be alocated to meet the demand
for services to the public, the EM S volunteer and career personnd and other EM S system partners. The
political leadership in Wisconsin must address the redl needs facing the Wisconsn EMS system and
ensure that stable funding mechanisms and personnd resources are available to maintain agood system
and make it even better.

The spirit of the people of Wisconsin will undoubtedly lead its EM S system down the appropriate road
and cregte the best possible care for their communities.



WISCONSIN EMERGENCY MEDICAL SERVICES (WEMYS)

The Technicd Assstance Team revisited the ten essentiad components of an optima EM S system that
were used in the Sate of Wisconsin, An Assessment of Emergency Medical Services, on November
13-15, 1990. These components provided an evauation or quaity assurance report based on 1989
gandards. While examining each component, the TAT identified key EMSissues, reviewed the State's
progress since the origind report, assessed its status, and used the 1997 Reassessment Standards as a
basis for recommendations for EM S system improvement.

A. REGULATION AND POLICY
Standard

To provide aquality, effective system of emergency medical care, eech EMS system must have in place
comprehensive enabling legidation with provison for alead EMS agency. This agency has the authority
to plan and implement an effective EM S system, and to promulgate gppropriate rules and regulations for
each recognized component of the EMS system (authority for statewide coordination; standardized
trestment, trangport, communication and evaluation, including licensure of out-of-hospita services and
establishment of medical control; designation of specidty care centers; PIER programs). Thereisa
consstent, established funding source to adequately support the activities of the lead agency and other
essentia resources, which are necessary to carry out the legidative mandate. The lead agency operates
under asingle, clear management structure for planning and policy setting, but strivesto achieve
consensus among EMSS congtituency groups in formulating public policy, procedures and protocols.
Therole of any loca/regiond EMS agencies or councils who are charged with implementing EMS
policiesis clearly established, as wdll asther relationship to the lead agency. Supportive management
eements for planning and developing effective statewide EM S systems include the presence of aforma
gate EMS Medica Director, aMedica Advisory Committee for review of EMS medica care issues
and state EMS Advisory Committee (or Board). The EMS Advisory Committee has a clear misson,
specified authority and representative membership from al disciplines involved in the implementation of
EMS systems.

Progress Since 1990

With limited resources and cong derable dedication, the Wisconsn EMS system has made
impressve progress with implementation of the 1990 EM S Assessment recommendations including:

Enacted |legidation to designate the Department of Hedlth and Family Services as the sate EMS
lead agency including a dear pecification of its authority and respongbilities.



Provided severd additional FTES to the Bureau of EMS and Injury Prevention.

Egtablished the legd authority for a State EMS Medica Director and contracted with awell-
qudified physcian.

Edtablished a statewide Physician Advisory Committee.
Egtablished, via gtatute, a multi-disciplinary sate EMS Board and specified its repongbilities.

Enacted |egidation establishing the State Trauma Advisory Council, authorizing cregtion of a
datewide trauma care system, granting rule-making authority to the department, requiring a
Statewide trauma care system report to be submitted to the legidature and establishing an initid
gopropriation for the trauma system.

Submitted the state trauma systems report to the legidature.
Enacted legidation for the licensure of First Responders and for First Responder-Defibrillation.

Published guidelines for the regulation of interhospitad transfers and are in the process of
updating those guiddlines.

Status

A mgor accomplishment for the Wisconsn EM S System has been the elevation of the EMS Section to
the Bureau of Emergency Medicd Services and Injury Prevention, a change which hasimproved the
gtature of EM S within the Department and improved access to Department |eadership.

There are severad mgor laws governing emergency medica servicesin Wisconsin, including:
Section 146.50 establishes confidentiality protections for EM S Records and provides
broad authority to the Department for:

0 emergency medicd sarvices personnd licensing, certification and training;

0 licensang of ambulance service providers,

0 licensureof Emergency Medica Technicians (First Responder, Basic,
Intermediate and Paramedic);

0 devdoping adminigrative rules regarding the qudifications of EMS medica
directors,

0 invedigation of complants;

0 gpproving EMS education and training programs.



Section 146.53 establishes the department as the state EM S lead agency, broadly
delinestes their duties and authorities and provides them with comprehensive rule-
making authority. Thislaw aso requires the development of a state EM S plan.

Section 146.55 provides the authority for the development of emergency medicd
services programs at the locd level and requires the submission of operationa plansto
the Department. Further, it requires astate EMS medica director and establishes the
Funding Assistance Program (FAP), which funds tuition of the EMT-Basic training
programs and specifies an entitlement funding program to ambulance services.

Section 146.56 requires the Department to develop and to administer a statewide
trauma care system. Section 15.197 establishes a state trauma advisory council to
assg in planning and implementing the trauma system. Section 146.58 specifies the
responsihilities of the state Emergency Medica Services Board.

The Department of Transportation has statutory responsibility for the inspection and licensure of
ambulance vehicles. Thereis dso a Public Access Defibrillation statute.

There are severd mgor sets of adminidrative rulesincluding:

HFS 110 relating to Ambulance Provider and EMT-Basic licensure;

HFS 111 rdaing to the licensing of Emergency Medica Technicians-Intermediate;

HFS 112 relating to the licenang of EMT-Paramedics. Thisis currently under revison to
address interfacility trangports;

HFS 113 rdating to the Certification of First Responders-Defibrillation;

HFS 125 relating to Do-Not-Resuscitate Orders,

Trans 309 relating to ingpection of ambulance vehicles.

There are severd different groups that provide advice to the Department, including the EMS Board, the
State Trauma Care Advisory Council and the Physician Advisory Committee. Each of these boards or
committees has a variety of different subcommittees. The EMSC Committee, a committee of the EMS
Board, dso has severd different subcommittees. The Department is commended for its extensive
collaboration in the development of department priorities, guiddines and administrative rules. However,
the roles and the inter-rel ationships of the various advisory committees are not clear. For ingtance, one
member of the EMS Board is required to be a member of the State Trauma Advisory Council.
However, the formal relationship between these two groupsis not clearly delineated. Asthe trauma
system evolves, the absence of a defined relationship will become problematic.

The Funding Assistlance Program (FAP) provides state Generd Purpose Revenue for EMT-Basic
training and limited operationd support for ambulance services. The amount of funding to individua



ambulance sarvicesis quite limited. However, a the Sate leve, these funds represent a sgnificant
expenditure resulting only in limited system-wide impact.

The Department has been required to submit numerous reports to the legidature. Every report has been
presented, as required. The quality of the reports has been excellent and has obviousy consumed
consderable effort. However, frequently the legidature does not take action on the reports and the
Department and the various congtituency groups are not notified of the report’sfina dispogtion. There
is gpparently not a clearly defined method, nor is there the ability, for the Department or the EMS

Board to initiate legidation. There have been avariety of defeated legidative effortsinduding: a
mandate for uniform data collection, the assessment of fines for non-compliance with licensure and
certification requirements, and various efforts to increase the budget of the Bureau of EMS and Injury
Prevention.

The EMS Board has been incredibly active, meeting at least every two months. The amount of
volunteer time and effort dedicated by EMS Board membersistruly amazing. The EMS Board
provides a clear forma and effective method for assuring public dialogue on EM S issues. The Board is
frequently frustrated by the delay in gppointments. There does not gppear to be a systematic method in
which the department providesinput to the Governor’s office on EMS Board appointments.

There currently is no statutory provision for the licensure of air or water EMS services. Rules pertaining
to interfacility transfer are currently being revised. These rules dso address the continuing education
requirements of EM S ingtructors.

The budget for the Bureau of EMS and Injury Prevention is comprised of Generd Purpose Revenue,
Preventive Hedlth and Health Services Block Grant and other federal funding sources. Because each of
these funding sourcesis extremdy volatile, there is not an ongoing, stable source of funding for the
Bureau. The absence of adequate and ongoing funding has been detrimentd to the overal operation
and continuity of the Bureau. Thereisinsufficient funding to accomplish program priorities and exigting
daff pogtions are frequently vacant for extended lengths of time.

Frequently, there are unfunded mandates from the legidature; the legidature has established programs
(e.0. First Responder certification), but has not provided the department with sufficient resources to
manage the program. This has resulted in the frustration of the Bureau staff, the Department and EMS
provider organizations. The ongoing paucity of resources, Bureau staff, and date legidative support is
threstening the very integrity of the Wisconsin emergency medical services system.

Recommendations

The State of Wisconsin should assure an adequate, stable and ongoing sour ce of
funding and personnel resourcesfor the Bureau of EM S and Injury Prevention.



Examples from other statesinclude an assessment on motor vehicle registration, a fee
on driver’slicenses, an assessment on moving traffic violations and a variety of others.

The EMS Board, in coordination with other advisory bodies and various congtituency groups,
should develop a dtrategic plan to educate policy-makers regarding the importance of the
emergency medica services system, including the financid and resource threets to its ongoing
vigbility.

The EM S Board and the Bureau of EMS and Injury Prevention should better delineate and
sreamline the inter-rel ationships of the various advisory councils and committees. To assure
coordination and continuity, al committees and councils should report through the EMS Board.

The EM S Board should review the current use of FAP funds, including an evaluation of
whether these funds are currently making the biggest possible impact on the Wisconsin
EMS system. The Board should explore alternatives for utilization of FAP fundsand
make recommendationsto the legidature. Thismight include, for instance, a grant
program coor dinated with the priorities outlined in the state EM S plan.

The EMS Board and the Department should, consistent with Wisconsin state laws and policies,
develop methods for improved legidative advocacy. There should be an established mechanism
for assuring legidation is introduced, when needed, to address EM S system priorities.

The Department and the Governor’ s office should develop a procedure and atimetable to
expedite the gppointment of membersto the EMS Board and dlarify the role of the Department
in suggesting gppointments.

The Department should, in conjunction with the legidative branch, determine the status of each
legidative report which has been submitted and should report its findings to the EM S Board, the
various committees and councils and to the congtituency groups.

The Department should pursue legidative authority for adminidrative pendties, including fines
for violation of EM S datutes and adminigrative rules.

The Department should pursue legidative authority to establish comprehensive regulation and
enforcement of air, ground and water EM S services.
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B. RESOURCE MANAGEMENT
Standard
Centrd coordination and current knowledge (identification and categorization) of system resourcesis
essentia to maintain a coordinated response and gppropriate resource utilization within an effective
EMSsysem. A comprehensve State EM'S plan exists which is based on a statewide resource
assessment and updated as necessary to guide EMS system activities. A centrd Statewide data
callection (or management information) system isin place that can properly monitor the utilization of
EMS resources, datais available for timely determination of the exact quantity, quaity, distribution and
utilization of resources. The lead agency is adequately staffed to carry out central coordination activities
and technica assstance. Thereis a program to support recruitment and retention of EMS personnd,
induding volunteers
Progress Since 1990

Centralized authority and responghility for program regulation, management, development and
coordination was provided to the Department in 1993 legidation.

The EMS Section was upgraded to Bureau status in 1998.

Three staff positions were added.

The Funding Assstance Program (FAP) offsets the costs for training of EMT-Basics.

A State EMS Medicd Director position was established and has been filled since March 1995.
A formd State EMS Plan was firgt developed in 1995 and has been regularly updated.

A State EMS Board was statutorily established in 1993,

Status

Wisconain's statewide EM S plan was developed in 1995 and updated in 1997 and 1999. Itis
scheduled for another update thisyear. The plan is being followed closdly for continued development of
the sate SEMS system. In addition, the status of the Bureau of EMS and Injury Prevention, as lead
agency, has been strengthened.
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Three additiond dements of change have influenced the resource management aspect of the Bureau's
operation in recent years. Fird, saffing has increased modestly. Secondly, the State EMS Medical
Director’'s postion is staffed through a contract. And lastly, the EMS Board has been active and
successful in affecting the sate EMS system.

Although modest staffing increases have occurred, some positions within the Bureau have been frozen
or redlocated. Thus, the Bureau is unable to taff and implement some statutorily mandated. While there
has been |egidative support for authority and leadership on EM S activities, funding support is shrinking.
Asaresult, anumber of programs have not been implemented with resulting negative system impect.
Theseinclude: technica assstance; data support, collection, and andysis, first responder certification;
and the digpatch and communications program.

The Bureau has access to administrative data sources that can be used for resource management.

These include geographica information system (GIS) software that can be used to show locations of
hospitals, EMS agencies and aeromedicd programs. Efforts are ongoing to streamline the provider
agency operations plan submission process into aweb-based gpplication. These innovations may enable
system managers to plan, dlocate resources, administer services more efficiently and study system
trending and conduct performance review.

The gtat€' s critica incident stress management (CISM) programs are growing in number and appear to
be evolving. There gppears to be little centrd coordination of activity or mutua ad among teams.
Additiondly, some teams lack professond clinica aff.

Recruitment and retention, as an ongoing issue for volunteerism, has received congderable atention in
recent years. Two studies have been conducted with the initid conclusion that there are only pockets of
concern. More recent information indicates there may be more concern than originaly thought and that
further action and monitoring is necessay.

Recommendations
The Bureau should:
Secur e stable funding sour ces to ensur e adequate staffing for resour ce management
activitiesincluding, but not limited to:
0 Technical Assistance;
o Data Support, Collection, and Analysis,
0 First Responder Certification;
o Dispatch/Communication Program.

Develop programs for continuing the recruitment and retention of volunteer EMS personnel.

12



Verify submitted ambulance service operation plansthrough periodic, on-gte
evaluations.
C. HUMAN RESOURCESAND TRAINING

Standard

EMS personned can perform their mission only if adequately trained and available in sufficient numbers
throughout the State. The State EMS lead agency has a mechanism to assess current manpower needs
and egtablish a comprehensive plan for stable and consstent EM S training programs with effective loca
and regiona support. At aminimum, al transporting out-of-hospita emergency medica care personnel
aretrained to the EMT-Basic leved, and out-of-hospital training programs utilize a sandardized
curriculum for each level of EMS personnd (including EMS dispaichers). EMS training programs and
ingructors are routingly monitored, ingtructors meet certain requirements, the curriculum is standardized
throughout the State, and vaid and reliable testing procedures are utilized. 1n addition, the State leaed
agency has standardized, consstent policies and procedures for certification (and re-certification) of
personnel, including standards for basic and advanced leve providers, aswell asingructor certification.
The lead agency ensuresthat EM'S personnel have access to specidty courses such as ACLS, PALS,
BTLS, PHTLS, ATLS, €tc., and asystem of critical incident stress management has been implemented.

Progress Since 1990

Wisconsin has made sgnificant progress toward meeting the recommendations of the 1990 NHTSA
assessment.

The dtate has the authority to gpprove al training centers and courses. A standardized
ingtructor-training program has been implemented and standards for ingtructors are now stated
inrule

An evauation and modification of dl nationd curriculaused in EMS training has been
completed.

First Responder-Defibrillation criteria have been standardized. First Responder certification is
authorized but has not been implemented due to shortages in personnel and financia resources.
No progress has been made in implementing standardized training, licensure, and certification of
Emergency Medical Dispatchers.
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Status

The Bureau has the authority to approve dl training centers and dl courses. Ingtructors are certified and
new rules will provide for the recertification of ingtructors. The state certifies First Responders-
Defibrillation, EMT-Bs, EMT-Isand EMT-Ps. The date is currently in the process of implementing a
new level caled EMT- Badc-1.V., which is comparable to the prior EMT-I leve. Thiswill dlow for
additiond skillsat the EMT-Basc levd. The new nationd EMT-I curriculum will dso be implemented,
and in Wisconsn isinitidly referred to as the EMT-I Enhanced, but will become the EMT-I after the
trangtion.

Although the gtate has the authority to certify First Responders, it has not done so due to the lack of
personnel and financia resources. The state has completed an in-depth review of the National Standard
Curricula and has modified them to meet the specific needs of Wisconan. The state has not conducted
an evaduation of the EMS Education Agenda for the Future to determine its impact.

Bridge courses are currently offered but not at every level. Through the involvement of the Emergency
Medica Servicesfor Children (EMSC) program, pediatric training has been incorporated & dl levels.

There are 22 gpproved training centers. Sixteen of the centers are technica colleges and six are
hospitals. However, there is no independent, externa verification of training centers by anaiond EMS
accreditation organization as specified in the EMS Education Agenda for the Future.

The Bureau and the Wisconsin Technicd College Systems Board (WTCSB) jointly provide athree day
instructor/coordinator course on an annual basis.

All EMS personnel licenses expire every two yearsin June. During the last cycleit took 5-6 months for
the Bureau to renew the licenses. In an effort to improve license turnaround time the Bureau has
initiated a new process that will require personnel information to be submitted by each serviceon a
roster signed by the local medicd director. It is unclear whether or not the quality of the process will be
maintained.

Recommendations

The State EM S Board should:
Evaluate the compliance of the Wisconsin EM S education system with theEMS
Education Agenda for the Future and make specific recommendationsto ensure that

the Wisconsin EM S education system is consistent.

The Bureau should:

14



Establish a mechanism to obtain and utilize data to determine that gpproved training centers are
providing qudity ingruction.

Develop coursesto dlow EMS personnd to bridge from the entry level of certification through
each level up to EMT-Paramedic.

Develop amethod, such as random audits, to ensure the consstent reliability and quality of the
re-licensang process.
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D. TRANSPORTATION
Standard

Sdfe, reliable ambulance transportation isa critica component of an effective EMS system. The
transgportation component of the State EM S plan includes provisions for uniform coverage, including a
protocol for air medica digpatch and amutud aid plan. This plan is based on current forma needs
assessment of trangportation resources, including the placement and deployment of al out-of-hospital
emergency medical care trangport services. Thereis an identified ambulance placement or response
unit strategy, based on patient need and optimal response times. The lead agency has a mechanism for
routine evaluation of transport services and the need for modifications, upgrades or improvements based
on changes in the environment (i.e., population dengity). Statewide, uniform standards exist for
inspection and licensure of dl modes of trangport (ground, air, water) as wdl as minimum care levels for
al trangport services (minimum gdaffing and credentiaing).  All out-of-hospita emergency medicd care
trangport services are subject to routine, stlandardized inspections, as well as spot checksto maintain a
constant state of readiness throughout the State. There is a program for the training and certification of
emergency vehicle operators.

Progress Since 1990
Since the 1990 NHTSA assessment progress has been made in severd aress.
The Bureau has become more involved with the Wisconsin Department of Trangportation
(DOT) in developing ambulance ingpection rules. They have dso made recommendations
regarding ambulance inspector qudifications.

Standards are now in place for uniform requirements for ambulance equipment including
pediatric equipment.

Status

Locd law enforcement agencies reportedly respond to gpproximately 96% of motor vehicle crashesin
Wiscongn. Thetraining for loca law enforcement personnel is the responsibility of the Department of
Judtice, with little interaction with the Bureau of EMS and Injury Prevention.

Ambulance ingpections are conducted by state patrol personnd and are the respongbility of DOT. The

Bureau works with DOT to develop the ambulance licensing rules and makes other suggestions
regarding qualifications of inspection personnel. There are no air or water ambulance regulations.

16



There are no established criteria for reviewing operations plans and determining whether or not to issue
an ambulance license. Standard equipment, including pediatric equipment, is now required on al
ambulances.

Current rules dlow for Basic Life Support ambulances to be staffed by one EMT and one EMT trainee.
Proposed rules would dlow for the staffing of Paramedic units by one Paramedic rather than two. The
Bureau, EMS Board, American College of Emergency Physicians (ACEP) and others believe this
change would alow for more EMS provider agenciesto ddliver paramedic leve carein rurd aress.
Thereis no satewide mutua aid or ambulance placement plan. Air ambulances establish their own

service areas with no uniform rationde. It isundear if the number and digtribution of air ambulances
serve the Sate effectively.

Recommendations

The Bureau should:

Obtain legidative authority to establish comprehensiveregulationsfor air, water and
ground EM S services.

Develop a statewide air ambulance coverage plan.

Develop aobjective criteria for approval/disapproval of ambulance service operation
plans.

Develop agtatewide mutud ad plan.

Develop aprogram to “gpot check” ambulance services for compliance with medical equipment
and g&ffing.

Support the proposed rule allowing one EM T-Paramedic per EM T-Paramedic
ambulance.

17



E. FACILITIES
Standard

It isimperative that the serioudly ill patient be ddivered in atimely manner to the closest gppropriate
facility. The lead agency has a system for categorizing the functiona cgpabilities of dl individua hedth
care facilities that receive patients from the out-of-hospital emergency medical care setting. This
determination should be free of political consderations, is updated on an annua basis and encompasses
both stabilization and definitive care. There is a process for verification of the categorizations (i.e., on-
dgtereview). Thisinformation is disseminated to EMS providers so that the capabilities of the facilities
are known in advance and appropriate primary and secondary transport decisons can be made. The
lead agency dso develops and implements out-of -hospital emergency medica care triage and
degtination policies, aswell as protocols for speciaty care patients (such as severe trauma, burns, spind
cord injuries and pediatric emergencies) based on the functiona assessment of facilities. Criteriaare
identified to guide interfacility transport of specidty care patients to the appropriate facilities. Diversion
policies are developed and utilized to match system resources with patient needs, standards are clearly
identified for placing afacility on bypass or diverting an ambulance to another facility. Thelead agency
has a method for monitoring if patients are directed to appropriate facilities.

Progress Since 1990
None.
Status

Following theinitid EM S assessment in 1990, there were five recommendations directed at identifying
the clinica capabilities of Wisconsn's hospitals, and utilization of that information to assure that the right
patient is transported to the correct hospital. Thisissue received an appropriately low priority
consdering the congtraints of manpower and funding. Therefore, the issue of facility categorization was
folded into activities related to the trauma system, which is as yet not completed.

There has been no progress in facility categorization pending the inditution of atrauma system, with the
presumption that trauma categorization reflects capabilities across al medical disciplines. This may not
betrue. In the interim, EM S transport decisions have relied on physician referra preferences and
perceived facility capabilities. However, this has not produced concrete information to be used for the
development of rationd EM S triage or transfer guidelines. It is unknown if there are dtill statutory
requirements for facility categorization.
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Recommendations

The Bureau should:

I nitiate a process to document what is already known about the capabilities of all
hospitalsthat interface with Wisconsn EMS.

Incorporate this informetion into the prehospita triage and interfacility destination policies being
developed.

Assess the current impact of hospital diverson on EMS sarvices, particularly in urban aress.
Deveop uniform criteria to be used in making emergency department diverson decisons.
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F. COMMUNICATION
Standard

A reliable communications system is an essentiad component of an overdl EMS system. The lead agency
isresponsible for centra coordination of EM'S communications (or works closely with another sngle
agency that performs this function) and the state EM S plan contains a component for comprehensive
EMS communications. The public can access the EMS system with asingle, universa emergency
phone number, such as 9-1-1 (or preferably Enhanced 9-1-1), and the communications system
providesfor prioritized dispatch. There isacommon, statewide radio system that dlows for direct
communication between al providers (digpatch to ambulance communication, ambulance to ambulance,
ambulance to hospital, and hospital to hospita communications) to ensure that receiving facilities are
ready and able to accept patients. Minimum standards for dispatch centers are established, including
protocols to ensure uniform dispatch and standards for dispatcher training and certification. Thereisan
established mechaniam for monitoring the qudity of the communication system, including the age and
religbility of equipment.

Progress Since 1990

No communications system funding sources have been identified.

Evauation of statewide communications needs and potentid infrastructure development is
ongoing.
E-911 coverage will be in place for 99% of the population by 2002.

Microwave system integration with EM S frequenciesia no longer needed and equipment is
being removed.

The exiging EM S communications system works and is supplemented by standing orders and
cdl phone systems.

The EMS Board is considering the development of legidation for training and licensure of EMS
dispatchers and digpatch centers.
Status

The Wisconsin EMS system is served by an outdated VHF and UHF radio system for ambulance to
hospitad communications. While providers and the EM S Board agree that the current system is
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outdated, they fed it meetstheir needs and is supplemented in severd areas by standing orders and
cdlular phone systems. No single, satewide EMS communications system exists. Rather, a fragmented
and non-interoperable system isin place. However, it appears to meet the needs and satisfaction of
EMS providersin their day-to-day operations. Local dispatch systems range from state-of-the-art to
sysems that are old, outdated and possibly out-of-compliance with FCC standards.

The gate has partnered with other agencies and stakeholders to attempt to remedy the Situation by
identifying its needs and developing a plan for a comprehensve tdecommunications sysem. The study
conducted by Evans and Associates for the Wisconsin Interagency Committee on Radio Tower Sites
(WICORTS) in 1992 provided recommendations. However, absence of funding prohibited
continuation of thisinitiative.

E-911 accessto loca EMS systems continues to improve and isamost universal in Wisconsin. Itis
believed that E-911 will be operationd in dl counties but one by 2002. Current activity by the Systems
Management Committee of the EM S Board revolves around a “white paper” and potential legidation
which would enable the EM S Bureau to establish training, dispatch center sandards and EMS
dispatcher standards for licensure. Funding for staff support of this program is also proposed.

Another congderation for a comprehensive EM S communications system is standards for medical
control resource hospitals. Currently, none exist and hospitd radios are saffed randomly by physicians
and physician surrogates. There is no system for monitoring the on-line medica control structure for
quaity assurance purposes.

The Wisconsn EM'S Communications/Tdemetry Standards and Guidelines were released in 1983.
They are dated for revison utilizing the 1992 NHTSA EMS Communications Planning Guideline.

Recommendations
The Bureau should:

Pursue statutory training and licensure standards for EM S digpatcher s and dispatch
centerstoinclude funding for program support and personnel.

Complete the revised comprehengve state EM'S communications plan.
Establish on-line medical control and resour ce hospital standards.

Network with other state EM S offices and state and nationd EM S and communications
associdions for information and solutions to EM S communi cations problems.,
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Take appropriate actions to disalow seven digit telephone number advertisng for emergency
ambulance service access where 9-1-1 is available.
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G. PUBLICINFORMATION, EDUCATION AND PREVENTION
Standard

To effectively serve the public, each State must develop and implement an EM'S public information and
education (PI& E) program. The PI&E component of the State EM S plan ensures that consistent,
sructured PI& E programs are in place that enhance the public's knowledge of the EMS system,
support appropriate EM S system access, demonstrate essential self-help and appropriate bystander
care actions, and encourage injury prevention. The PI& E plan is based on a needs assessment of the
population to be served and an identification of actua or potentia problem areas (i.e., demographics
and hedlth status variable, public perceptions and knowledge of EMS, type and scope of existing PI&E
programs). Thereis an established mechanism for the provision of gppropriate and timely release of
information on EM S-related events, issues and public relations (damage control). The lead agency
dedicates gtaffing and funding for these programs, which are directed at both the genera public and
EMS providers. The lead agency enlists the cooperation of other public service agenciesin the
development and distribution of these programs, and serves as an advocate for legidation that
potentidly results in injury/illness prevention.

Progress Since 1990
Although there is inadequate funding and staff to support system-wide public information and
education, the Wisconsan EM S system has made progress in accomplishing the objectives snce the

|ast assessment;

Some Bureau of EMS and Injury Prevention staff are now working on public information
and education activities.

Thereis a separate section of Injury Prevention located in the Bureau of EMS and Injury
Prevention; there are saff dedicated to injury prevention.

There has been some progressin involving EMS providers in public information and injury
prevention.

There are many public information and education activities included in the EM S provider's
handbook.

Status
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The Bureau of EMS and Injury Prevention has recelved afour year Centers for Disease Control and
Prevention (CDC) grant to develop the infrastructure for a statewide injury prevention program,
including efforts to increase the involvement of EMS providersin injury prevention. The EMSC
coordinator facilitates some public information and education activities.

The Bureau has integrated a considerable amount of public information and education with its regular
customer contacts. Examples include the development of an outstanding EMS and Injury Prevention
web ste and developing a numbered memo series to keep EM S providers informed of current EMS
developments. The state highway traffic safety office sponsored a train the trainers program in Public
Information, Education and Relations (PIER). Since 2000, a quarterly EMS and injury prevention
newdetter, Hi Lights and Srens, has been devel oped and widely distributed to alarge audience
including EMS providers, other hedlth care providers, public hedth departments, law enforcement
agencies, fire personnel, advocacy groups and others.

There has been considerable progress with the establishment of a statewide injury prevention program.
An Injury Prevention Section supervisor has been hired, and there has been work in suicide prevention,
fdls prevention and involvement with Safe Communities. The Injury Prevention Section will be guiding
the development of a strategic plan for injury prevention, including identification of the methods by
which EMS providers can be involved. The second annua state Conference on Childhood
Emergencies includes injury prevention topics.

The EMSC program has done substantial work to promote numerous programs,; including the Child
Alert Program, Basic Emergency Life Support Skillsfor Schools, Project ADAM, the Conference on
Childhood Emergencies and legidative advocacy. The enthusasm and energy of the EMSC g&ff, the
EMSC Advisory Committee and volunteers are commendabl el

Recommendations

The Bureau of EMS and Injury Prevention should develop a broad-based public
information and education plan which targets, in part, policy makersand the general
public. Among other topics, this should address emer gency medical servicesand
trauma systems.

The Bureau should incorporate graduates of the PIER program in its plansto involve EMS
providersin improved public information and educetion.

The ambulance providers should include information about EM S public information, education
and injury prevention activities in their ambulance operations plans.

The Bureau should include additiond information about public information and education in the
Wisconsn EMS and Injury Prevention Handbook.
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H.

MEDICAL DIRECTION
Standard

EMSisamedicd care system that involves medicd practice as delegated by physciansto non-
physician providers who manage patient care outside the traditiona confines of office or hospital. As
befits this delegation of authority, the system ensures that physicians are involved in dl aspects of the
patient care sysem. Therole of the State EMS Medica Director is clearly defined, with legidative
authority and respongibility for EM S system standards, protocols and evauation of patient care. A
comprehensive system of medica direction for dl out-of-hospital emergency medica care providers
(including BLYS) is utilized to evauate the provision of medica care asit relates to patient outcome,
appropriateness of training programs and medica direction. There are Sandards for the training and
monitoring of direct medica control physicians, and statewide, standardized treatment protocols. There
isamechanism for concurrent and retrospective review of out-of-hospital emergency medica care,
including indicators for optima system performance. Phydcians are consgtently involved and provide
leadership at dl levels of quality improvement programs (locdl, regiond, sate).

Progress Since 1990

The position of State Medica Director for the Emergency Medica Services Program (State
EMS Medicd Director) was established.

Minimum credentia requirements were established for physicians serving as EMS medicd
directors.

Medica direction became required for dl EMS providers credentiaded a the levels of First
Responder-Defibrillation through EMT-Paramedic.

Development of standing orders for EMS providers was enabled.
Some statewide EM S protocol s have been devel oped.
Status

In the past eleven years a great ded has been accomplished to improve the state of EMS medical
direction in Wisconsin. The current state medica director for the emergency medica services program
enjoys abundant respect for his knowledge, integrity, and commitment to the program, and he is seen as
highly credible. The Physician Advisory Committee has become a vauable resource for ddiberating
EMS clinica issues, advisng the sate EMS medica director, and creating useful products for the state
EMS medica director, the Bureau of EMS and Injury Prevention, and locd EMS medicd directors.
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More than 250 physicians provide medicdl direction for the state’ s 450 local EMS programs.  For
urban and suburban programs, usualy providing higher levels of service, these physicians are typicaly
very qudified and progressive. In more rural settings, medicd directors may have limited EMS-related
experience and expertise, but provide this needed service in fulfillment of a sense of civic duty. Their
qudifications may be no more than being alicensed physcian and willingnessto serve. A handbook
developed by the Physician Advisory Committee is a vauable resource for EMS medical directors and
is required reading.

The scope of service or practice (i.e., specific options for care) of each EMS program is, to alarge
extent, at the discretion of the local EMS medica director, within confines established by the Bureau of
EMS and Injury Prevention. Standing orders can provide EM'S personnel with the necessary
authorization to deliver immediately needed treetment. Additionaly, EMS medicd directors may
designate other physicians or non-physicians to provide on-line medica control viaradio or telephone
communications. However, there are no statewide standards regarding the qudifications of personnel
who might ddiver this service.

Emergency medica services medica directors, after due process, may redtrict the clinica activities of
individual EMS practitioners under their auspices. This authority with regard to EMT-Paramedicsis
currently pending in the rulemaking process, but is expected soon.

The accountability of EMS medicd directorsis difficult to establish. The authority of the sate EMS
medica director with regard to locd EMS medica directorsis ambiguous.

Recommendations

The Bureau should:

Continue to work to enhancetherequired credentials of EM S medical directors, based
upon the level of the EM S programsinvolved.

Establish minimum credentias for those who may be designated to provide on-line medica
control, possbly requiring completion of a base-station provider course.

Develop periodic statewide and regional forumsfor local EM S medical directorsto
meet with the state EM S medical director and other Bureau staff, discuss common
issues, and share solutions, and exploit electronic optionsfor facilitating continual
interaction among EM S medical directors.

Ensurethat all interfacility patient trangports are conducted with adequate medical
direction and appropriate availability of on-line medical contral.
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Develop due process guidelines for use by local EMS medicd directors.

Ensurethat the state medical director for the emergency medical services program is
thelead contact at the Department of Health and Family Servicesregarding clinical
careimplicationsfor any contemplated EM S system policy or procedur e change.

Clarify the authority of the state medicad director for the emergency medica services program
with regard to loca/regiond EMS medicd directors.

28



I. TRAUMA SYSTEMS
Standard

To provide aqudlity, effective system of trauma care, each State must have in place afully functiona
EMS system; trauma care components must be clearly integrated with the overdl EMS system.
Enabling legidation should bein place for the development and implementation of the trauma care
component of the EMS system. This should include trauma center designation (using ACS-CQOT,
ACEP, APSA-COT and/or other nationd standards as guiddines), triage and transfer guiddlines for
trauma patients, data collection and traumaregistry definitions and mechanisms, mandatory autopsies
and quality improvement for traumapatients. Information and trends from the trauma registry should be
reflected in PIER and injury prevention programs. Rehabilitation is an essentid component of any
statewide trauma system and hence these services should also be considered as part of the designation
process. The satewide trauma system (or trauma system plan) reflects the essentia eements of the
Modd Trauma Care System Plan.

Progress Since 1990

In response to the recommendations of the NHTSA Technicd Assstance Team (TAT), a
legidative study committee was convened, resulting in the passage of Wisconain Acts 16 & 251
in 1993.

The EMS Board developed an initid Trauma Report.

In response to the 1996 Trauma report, initiad trauma legidation was passed in 1997. Wisconsin
Act 154, 1997, gave statutory authority for the Bureau of EMS and Injury Prevention to
gppoint a Statewide Trauma Advisory Council (STAC) and to develop rules and to implement
the system.

The DHFS and STAC were charged to prepare a report on implementation of a statewide
trauma care system, to be submitted to the legidature on January 1, 2001 for review by the
Joint Committee on Finance. The report outlines the development of an inclusive trauma system
addressing mogt, but not al, of the recommendations of the TAT. The report has been
submitted and is awaiting gpprova of the Joint Finance Committee and subsequent funding.

Status
The Department has an enabling Satute to form an advisory council, to write atrauma system plan, and

to seek approval and funding for the system. A date trauma coordinator has recently been hired to
assg in sysem development and initiation. Many of the essentid components of atrauma system are
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avalable, including EMS systems, atraining infrastructure, and established regiond trauma referra
patterns. Although the Wisconsn State American College of Surgeons Committee on Trauma seems not
to be engaged in the trauma system effort, that organization offers ATLS access in four Sites adequate
for the training needs of physicians and physcian extenders. Wisconsin has 128 well distributed
hospitdss, two of which are Leve | and ACS verified, and nine of which areidentified asLevd |1, of
which two are ACS verified.

Currently, the advancement of the trauma program is hindered by limitationsin funding, shortage of saff,
and by limited trauma expertise within the Bureau. The current trauma system plan does not include a
provison for designation of trauma hospitas, dlowsleve 111 and 1V hospitas to certify without
verification, and does not alow for control of participants based on system needs. The statewide trauma
registry implementation srategy is dow, dlowing delay in participation by smaler hospitas, uses data
setsthat vary by hospital Sze, suggests the use of data sources that may not provide accurate trauma
information, and seems not to emphasi ze the importance of the systems component. The Six year
estimated development timeline will Sgnificantly delay the benfits of system and hospitd qudity
improvemen.

Recommendations

The Bureau should:

Arrangefor an American College of Surgeons Committee on Trauma, trauma systems
consultation.

Seek statutory authority to designate trauma facilities.

| dentify or develop and fund an acceptable and consistent statewide trauma systems
registry.

Continueto pursue dedicated funding for implementation and operation of the trauma
system.

If the ACS verification process isto be used for designation, amend the Satute to reflect a
three-year designation cycle.
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J. EVALUATION
Standard

A comprehensive eval uation program is needed to effectively plan, implement and monitor a Satewide
EMS sysem. The EMS system isresponsible for evauating the effectiveness of services provided
victims of medicd or trauma related emergencies, therefore the EM S agency should be able to Sate
definitively what impact has been made on the patients served by the system. A uniform, statewide out-
of-hospital data collection system exists that captures the minimum data necessary to measure
compliance with standards (i.e., amandatory, uniform EMS run report form or a minimum set of data
that is provided to the State); data are consstently and routinely provided to the lead agency by dl EMS
providers and the lead agency performs routine andlysis of thisdata. Pre-established standards, criteria
and outcome parameters are used to evauate resource utilization, scope of services, effectiveness of
policies and procedures, and patient outcome. A comprehensive, medicaly directed, statewide quality
improvement program is established to assess and evaluate patient care, including areview of process
(how EM S system components are functioning) and outcome. The quality improvement program
should include an assessment of how the system is currently functioning according to the performance
standards, identification of system improvements that are needed to exceed the sandards and a
mechanism to measure the impact of the improvements once implemented. Petient outcome detalis
collected and integrated with health system, emergency department and trauma system data; optimally
thereis linkage to databases outsde of EMS (such as crash reports, FARS, traumaregistry, medica
examiner reports and discharge data) to fully evaluate quality of care. The evauation processis
educationd and qudity improvement/system eva uation findings are disseminated to out-of-hospita
emergency medica care providers. The lead agency ensures that dl quality improvement activities have
legidative confidentidity protection and are non-discoverable.

Progress Since 1990

A report regarding EM S data collection needs was sent to the legidature in 1995, resulting in no
legiddive action.

The Wisconsin EMS Information System (WEMSIS) was devel oped and was made available
to EMS provider agencies.

As part of WEMSIS, a standardized EMS patient care record was devel oped.
Quadlity assurance components must be included in al ambulance operations plans.

Plans have been developed to provide feedback to EM'S managers and providers who submit
data to the Bureau of EMS and Injury Prevention.
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Status

The process of evauation and ongoing quality improvement programs remain underdeveloped in
Wisconsin. At the core of the issue isthe lack of a Statewide system for collecting EM S-related data,
lack of acentrd repository for EMS-related data, and lack of technical and generad manpower
resources to andyze what rdatively little data are available. Development of the WEM SIS was quite a
noteworthy accomplishment, which has received considerable recognition within and outside of
Wisconsin. However, its widespread use has been hampered by variation in technica capacity among
the state' SEM S provider agencies and lack of technica support, among other things. Currently, less
than 10% of the state’ SEM S provider agencies use WEMSIS. The remaining agencies do not routinely
submit data to a centrd repository. There are no standard procedures for andyzing data submitted to
the Bureau of EMS and Injury Prevention or for providing feedback to those who have contributed to
the datapool. Thus, there exists a paucity of credible information to describe the current EMS system
across the state of Wisconsain, or that can be used to monitor its status. There is no system that can be
employed to help assess the effects of EM S system structural or process changes intended to create
improvements. Attempts to determine the effects of improvement initiatives often rely on sdf-reporting
by EMS provider agencies, quditative data submitted by EM S providers, sampling techniques with
uncertain vdidity, or gesdt.

The state medical director for the emergency medica services program maintains principa authority for
maintaining the state' SEM S qudity assurance / improvement program. A number of initiatives have
been completed, or are under development, intended to improve the quaity of EMS in Wisconsin.
However, asthe avallability of current dataiis typicaly lacking, ongoing assessment of the effects of
indtituted changesisimpossible. Although EMS provider agencies (i.e., ambulance services) are
required to participate in quaity improvement activities, there is no assurance that they actudly are
engaged. There is skepticism that many EM S providers and managers possess an adequate working
knowledge of the fundamentd processes of evauation and qudity improvement.

Within Wisconsin state government and the Department of Hedth and Family Services, there seem to
be current projects and resources with which collaboration could potentidly improve the ability to
acquire and andyze EMSrelated data. These include the Bureau of Hedlth Information, which is
currently charged to evauate data from hospital emergency departments, a successful Crash Outcomes
Data Evduation System (CODEY) project, and afunded injury epidemiologist position within the Injury
Prevention Section.

Recommendations
The Bureau should:

Seek the authority for the Bureau of EM Sand Injury Prevention to mandatethat EM S
provider agencies submit specific data elementsto a central repository.
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Conduct aNHTSA EMS Information Systems (EMSI'S) workshop.
Conduct a NHTSA L eader ship Workshop for Quality |mprovement.

Assign the Injury Prevention Section’s injury epidemiologist to evaluate dl possible sources of
EMS-related datain the state, and their potentia for linkage with a centrd EM S database.

Develop and adequately fund the position of EM S data manager and technical
consultant within the Bureau of EM S and Injury Prevention.

Develop WEM SIS as an internet-based EM S patient carereport that would
automatically populate the state' s EM S database, enabling immediate queries at the
Bureau of EM S and Injury Prevention and also limited queriesby EM S provider
agencies.

Provide summary feedback information, derived from submitted data, in a predictable
periodic manner to the state’ SEM S provider agencies.

Develop a collaborative reationship between the Bureau of EMS and Injury Prevention and the
Bureau of Hedth Information thet facilitates data sharing and linkage to outcome information.

Deveop ongoing quality improvement programs, including templates for evaluation and action
that can be adapted at the state and local EMS levels.

Seek |egidation to ensure that information derived as part of forma EMS peer review or quality
improvement projects is not discoverable during cases of civil action.
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